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PAINFUL LESIONS OF THE EYE 
By 
F. RAYMOND PRICE, M.D. 
Charleston, S. C. 


Time passes and with its passing robs our 
memories of their freshness and greenness, so 
| will endeavor in this paper to review briefly 
for you a few of the important painful lesions 
of the eye which all of you general practitioners 
and specialists alike meet in your every day 
practice. Let us consider first the red painful 
eye with a history of trauma or injury. A drop 
of four per cent butyn or 1-2 per cent panto- 
caine should be instilled in the eye in order to 
make the proper examination as painless as pos- 
sible. The eye should be examined under good 
illumination, through a strong lens for any evi- 
dence of a foreign body. The upper and lower 
lids should be everted and their under surfaces 
carefully examined for foreign bodies. Next 
a drop of two per cent fluorescin solution should 
he instilled into the eye and then washed out 
with sterile water or boric acid solution. If 
there is an abrasion of the cornea, a green stain- 
ing area will be seen. Next the tension of the 
eyeball should be determined roughly by palpa- 
tion with the finger tips. If the eyeball is un- 
duly hard, a hemorrhage into the vitreous has 
to be considered. On the other hand, if the eye 
is very soft, a rupture of the sclera has probably 
curred. The eye examination is not complete 
without a thorough ophthmoscopic examina- 
tion. With its aid traumatic cataracts, dis- 
located lens, vitreous hemorrhage, and tears in 
the retina may be detected. 

Now let us direct our attention to the inflam- 
matory painful lesions of the eye. 

Iritis is an inflammation of the iris, the 
colored membrane, circular in form, hanging 
behind the cornea immediately in front of the 


lens. It serves to regulate the amount of light 
admitted to the interior of the eye and cuts off 
the marginal rays which would interfere with 
the sharpness of the retinal image. The iris, 
the ciliary body, and the choroid constitute the 
second or vascular coat of the eye, which lies im- 
mediately beneath the sclera. 

Inflammation of the iris is so frequently as- 
sociated with inflammation of the ciliary body 
that most cases which are designated iritis are 
really examples of irido-cylitis. 

In an acute iritis the iris pattern looks altered. 
It appears swollen, dull, loses its lustre, its color 
changes and becomes greenish, in blue or gray 
irides, and muddy in darker varieties. These 
changes are due to congestion of the iris and 
exudation of cells and fibrin into its substance, 
also to exudation into the anterior chamber. 
The pupil is contracted, grayish, sluggish in 
action, and irregular. The tension of the eye- 
ball, though usually normal, may be increased 
or diminished. The anterior capsule of the 
lens may present evidences of exudation and 
also small spots of uveal pigment where pos- 
terior synechiae have been torn away. There 
is always marked circumcorneal injection. The 
subjective symptoms of all of these lesions are 
practically identical and consist of pain, photo- 
phobia, lacrimation, and interference with vi- 
sion. The pain is often severe, referred to the 
eyeball itself and radiating to the forehead and 
temple. 

TREATMENT 


1. Atropine; 2. Dionine; 3. Hot fomenta- 
tions; 4. Rest; 5. Protection from light; 6. 
Treatment of etiological factor. Atropine di- 
minishes the congestion of the iris, puts the part 
at rest, dilates the pupil by paralyzing the nerve 
fibers innervating the sphincter pupillae and the 
ciliary muscle, and thus prevents adhesions and 
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tends to break up those which have already 
formed. At first it should be instilled every 
two hours, and later every three or four hours. 
The action of the atropine is often increased by 
the addition of cocaine. Occasionally the symp- 
toms of atropine poisoning occur: dryness of 
the throat, flushing of the face, headache, vomit- 
ing, quick pulse, cutaneous eruption, excitabil- 
ity, and even delirium. The antidote is mor- 
phine. 

Dionine five to ten per cent acts favorably 
upon the pain and other symptoms. Moist 
hot compresses for several hours each day 
diminish the pain and the inflammation. Codein 
and aspirin are also given to control the pain; 
iodides and mercury in specific cases. In tu- 
bercular iritis, tubercular regime plus local 
treatment. 

GLAUCOMA 

Now let us discuss a disease which is respon- 
sible for a large percentage of the blindness 
existing in the world today. Glaucoma is a 
common disease. Its accurate recognition by 
the general practitioner is of the greatest impor- 
tance, the more so because here prompt and 
proper treatment can save everything, but a 
false diagnosis and improper treatment may de- 
stroy everything. Primary glaucoma, which 
has for its characteristic sign an increase of in- 
traocular tension, sets in with varying symp- 
toms. If the intraocular pressure rises sud- 
denly to a considerable height, inflammatory 
symptoms are excited; on the contrary, these 
symptoms are wanting when the increase in ten- 
sion develops gradually. Accordingly an in- 
flammatory and a noninflammatory form of 
glaucoma are distinguished. The symptoms of 
inflammatory glaucoma may be described as 
those of first, the prodromal stage ; second, the 
stage of active glaucoma; and third, the stage 
of absolute glaucoma. The prodromal stage, 
which in most cases precedes the inflammatory 
attack, is characterized by impaired vision, 
which is due to edema of the cornea. The pa- 
tient declares that during these attacks he does 
not see as well, having at the same time the feel- 
ing as if there were a cloud of smoke concealing 
objects from him. If there is a light in the 
room he sees a ring about it, having the colors of 
the rainbow. He may complain of a feeling of 
dullness or slight pain in the eye and head. The 
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objective findings at this time are a shallow 
anterior chamber, the pupil is somewhat dilated 
and sluggish in reaction, and the tension of the 
globe is increased. ‘These symptoms last for a 
number of hours and then disappear entirely, 
the eye returns to a normal condition, except 
that there is a diminution in the power of ac- 
comodation, so that the patient requires stronger 
These at- 
tacks are often precipitated by mental emotions, 


glasses than are natural at his age. 


particularly those of a depressing character, and 
congestion of the venous system due to enfeeble- 
ment of the heart’s action. This stage lasts a 
number of weeks or months, sometimes several 
years, then the disease suddenly passes into the 
second stage. The stage of active glaucoma 
manifests itself by violent pain radiating from 
the eye along the first and second branches of 
the trigeminus. The patient complains of pain 
in the head, the ears, and the teeth; this pain is 
sometimes so severe that it occasions nausea, 
vomiting, and general depression. Rapid fail- 
ure of sight and contraction of the visual field, 
especialiy on the nasal side, accompany the pain. 
Objective examination reveals edema of the 
lids, chemosis of the conjunctiva, and marked 
The cornea is steamy, 
The anterior chamber is 


circumcorneal injection. 
insensitive to touch. 
shallow, the iris is discolored, the pupil is di- 
lated, and the tension of the eye is considerably 
elevated. 

In absolute glaucoma the eye is completel) 
blind. 


There are now no inflammatory or con- 
gestive symptoms. 
or slightly clouded and insensitive to touch. The 
pupil is widely dilated and fixed. The anterior 
chamber is shallow, tension is markedly in- 
creased. 


The cornea remains clear 


The fundus presents a deep excava- 
tion of the disc and atrophy of the optic nerve 
Pain may disappear entirely but frequently con- 
tinues. 

Treatment of the acute attack consists of a 
hypodermic injection of morphine, the instilla 
tion of pilocarpin one to two per cent ever) 
half hour, alternating with physostigminae sul- 
phate one-half per cent, and hot fomentations 
In the chronic cases, if the tension cannot be 
controlled by miotics, relief has to be obtained 
by some form of a filtering operation; either 
iridectomy, trephine, Reese incision, paracen- 
tesis, or iridotasis cyclodialysis. 
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li the tension of the eye is very high, miotics 
should be instilled every few minutes, then a 
paracentesis performed, followed later by a 
large baseal iridectomy. 

We have only to remember that formerly 
‘very case of glaucoma led to blindness and that 
now, thanks to early diagnosis and the institu- 
tion of proper treatment, how many thousands 
there are who formerly would have been forced 
to sink year by year irretrievably into the night 
of blindness but who now are saved for vision. 

Let me remind you that primary noninflam- 
matory glaucoma is a disease of the eye with an 
insidious onset and that while good central 
vision may be preserved until late, the marked 
loss of peripheral field of yision may sometimes 
he astounding. 


INTERSTITIAL KERATITIS 


Now let us review briefly a rather common 
disease of the eye, namely interstitial or par- 
enchymatous keratitis. It is a disease of youth, 
appearing as a rule between the sixth and 
twentieth years of life. The female sex suf- 
fers from it more frequently than the male. 
The ordinary cause of the disease is syphilis, 
ind especially hereditary syphilis. A few cases 
may depend upon tuberculosis, while in many 
10 cause at all that we may be sure of is dis- 
overable to account for this disease. 

Interstitial keratitis is characterized by gray- 
ish infiltrations of the middle and deep layers of 
the cornea accompanied by irritative symptoms 
f inflammation, such as pain, photophobia, and 
lacrimation. These irritative symptoms are 
sometimes very slight, sometimes violent. In 
eneral we may say that they are pronounced 
much more, the greater the amount of vascular- 
ization with which the keratitis is associated. 

his disease is almost always complicated with 
In the mild 
cases there is merely hyperemia of the iris. In 


inflammation of the uveal tract. 


vere cases there is iridocyclitis, which may 
ad to the formation of posterior synechiae, the 
formation of deposits upon the posterior sur- 
iace of the cornea, and seclusion and occlusion 
of the pupil. The infiltrate may begin either in 
the center or at the margins of the cornea. If 
starts in the center, we see small dim gray 
maculae making their appearance in this situa- 
tion. The number of maculae gradually in- 
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creases so that they keep extending farther and 
farther toward the margin; but they are always 
massed most thickly in the center, where they 
frequently become confluent. Since even be- 
tween the maculae the cornea is not clear, but 
shows a fine diffuse cloudiness, the entire cor- 
nea may in severe cases get to look uniformly 
gray, like ground glass. As soon as the opacity 
of the cornea has advanced somewhat further, 
vascularization begins by the penetration of 

into the from different spots 
the corneal circumference. In these 
cases where the disease begins at the margin of 
the cornea, the first thing that strikes us is that 
the latter has grown lusterless and clouded at 
some spot upon its margin. 


vessels cornea 


upon 


The cloudiness is 
deeply situated and when regarded with the 
naked eye looks uniformly gray, but with the 
magnifying glass or slit lamp can generally be 
resolved into separate maculae or parallel 
Soon similar areas of cloudiness ap- 
pear at other spots of the corneal margin and 
then push their way forward concentrically 
from all sides toward the center of the cornea. 
Simultaneously with the appearance of the 
marginal opacities the corresponding portions 
of the limbus become injected and the vessels 
of the corneal margin begin to grow out. When 
interstitial keratitis has attained its acme, the 
cornea is often so opaque that we scarcely rec- 
ognize the iris through it. At the same time 
it loses its lustre completely so that it looks as 
though smeared with grease. Sight is so re- 
duced that the patient can only count fingers 
held very close to him, or, still worse, can only 
recognize the movement of the hand before his 
eye. 


streaks. 


Now gradually the process of recovery be- 


gins. The inflammation begins to subside. The 
periphery of the cornea clears up, the blood ves- 
sels become fewer, the irritative symptoms dis- 
appear, and vision improves. Several months 
or even a longer period is consumed in this pro- 
cess, the center of the cornea being the last por- 
tion to clear. In favorable cases, after a year 
or more nothing but a faint central opacity and 
evidences of a few minute peripheral vessels can 
be found. 

The prognosis of the disease is unfavorable 
as regards its duration. The longer the dura- 


tion of the disease, the less favorable the out- 
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come. The local treatment consists in keeping 
the pupil well dilated with atropine, the instilla- 
tion of dionine (5 to 10 per cent) to lessen the 
pain and promote absorption, and the wearing 
of dark glasses to protect the eyes from light ; 
hot moist compresses to combat the photo- 
phobia. When the cornea begins to clear, we 
employ mild stimulating ointments, such as yel- 
low oxide of mercury often combined with 
gentle massage, or instill 10 per cent dionine. 
You must be careful not to apply stimulating 
ointments too early. The constitutional treat- 
ment consists in giving five to ten grains of 
potassium iodide combined with 1/40 of a grain 
of corrosive sublimate T. I. D. or inunctions of 
mercury, syrup of iodide of iron, cod liver oil, 
iron and quinine, and attention to the general 
health. 

In some cases a two per cent ointment of bi- 
sulphate of quinine used locally in the eye twice 
daily produces marked results. 





PRESIDENT’S ADDRESS 
R. C. Bruce, M.D., Greenville, S. C. 


In my address before the Association last 
year, I tried to point out some of the social and 
economic problems which had or might have a 
direct bearing on our profession; and since 
these problems are still being discussed by 
everyone, from the school boy to the president 
of the United States, I can see no reason for 
changing the subject matter on this occasion. 
Today it is for the incoming president to out- 
line the objectives for next year ; so what I have 
to say is more a matter of personal opinion than 
a policy which I am asking you to sponsor. Let 
me say here that any arbitrary conclusion I may 
express, any criticism I may offer is free of 
personalities. Also, that it is not my intention 
to presume upon the unusual privilege of ad- 
dressing you twice in succession. 

Because of the rapid changes taking place 
in social viewpoints, or, rather, in the expedi- 
ency of social viewpoints, I do not delude my- 
self into thinking that anything I may say may 
be of permanent value. Tomorrow my opin- 
ion may be changed entirely, but at the present 
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moment there are a few questions’ which seem 
too important to ignore. 
are not theories of moral law nor social usage, 


As I see them, they 


but of the inner causes which everyone seems to 
be consciously avoiding. 

Without being sentimental about our so- 
called priesthood, we can admit that our own 
moral law compels us to give our services to 
all times. Social usage demands these serv- 
ices, and we have no quarrel with either the 
one or the other. Nor is there need to become 
impatient and bitter with the beliefs of those 
who are directing the current trends of thought. 
For many years the profession has known that 
adequate medical care is an urgent state and 
national problem. But it is only recently that 
the public has become aware of it, and, like 
all new knowledge, this idea has taken pre- 
cedence over all old facts 
about that medicine is bearing the brunt of the 
criticism for something it has been advocating 
for years. Not only that, but we overselves are 
now afraid of the changes we have been ad- 
vocating. And both attitudes are highly il- 
logical. 


So now it has come 


Looking at the situation objectively, we must 
recognize that one phase of the immediate prob- 
lem is on our side, an outgrowth of the doctor’s 
social and economic outlook. Since modern 
medicine began, it has been conceded by doc- 
tors and layman that the health of the indigent 
is our responsibility. Social workers, hospi- 
tals, even the state itself, receive some compen- 
sation, directly or indirectly, for the care of its 
paupers,—but the doctor never does. 
ciation is all he may hope for. 


Appre- 
If he requested 
compensation or refused to treat those who 
could not pay, the entire medical profession 
would be violently censured. To put it baldly, 
we have brutalized the highest and noblest of 
duties, and more inflammatory jargon would be 
coined to screen the deeper needs of the indi- 
gent. 


As an outgrowth of this situation comes the 
other and more important phase—the demands 
of a confused, ill organized state complacently 
believing that relief in illness is a specific for all 
problems concerning the health of its citizens. 
As yet, it does not admit that the need goes 
much deeper. There seems to be a conspiracy 
of silence about the fact that illness can be re- 
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lieved only temporarily if the patient lacks 
food, clothing, and shelter. Nevertheless, the 
state is concentrating on getting people into a 
scheme of medical control without an examina- 
tion of the psychoneuroses arising from the 
more fundamental needs. Its health insurance 
s a misnomer. Using a medical term, we 
night call it one of the many germs of neurosis. 
\Ve know that the sickness it causes is more 
serious than the illness it insures. We have 
charted its cycle; we have seen the slow and 
-ontinuous disintegration of the insured’s qual- 
ity as a man; we've seen the insured cheat and 
lie and perjure himself. We've seen the Fed- 
ral Government and the insurance companies 
pay over insurance to those who were not in 
iced. We've seen those in the direst physical 
need refused compensation because they did not 
have political pull or a good lawyer. The in- 
sured loses on all sides; for doctors them- 
elves have come to doubt the very existence 
if illness when the patient has health insurance 
to bolster up his own diagnosis of his physical 
And none of it is economically nor 
ocially sound. All health insurance assumes, 
lirst of all, that relief in illness is far more im- 
portant than a higher standard of mental and 
ihysical health for every one. 


condition. 


Just what would be the meaning of an in- 
urance that provided adequate medical relief ? 
doctors certainly have never found out; nor 
iave they ever found out what adequate medical 
At present it does not exist, and it 
never can exist until we arrive at that time when 
every man has his share of financial security. 
Yet doctors are being compelled to listen to 
every explanation of why people are not re- 
ceiving adequate medical relief, except this most 
obvious one. They are being dragged along by 
the arguments that insurance will lift the 
financial burden from their shoulders, will lift 
the burden of illness from all men. 


relief is. 


They are 
heing told that a devotion to ideals has made 
them unfit for the consideration of practical 
affairs ; and it is most important that we listen 
to every argument against the practice of medi- 


cine as it is, to every one for the changes for 


its improvement. Not only must we listen, but 
we must keep our heads and our tempers; for 
there is no one else at the present time who can, 
by experience and training, become the balance 
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wheel between the state and our clientele. 

We know that thousands of people are not 
receiving any medical care at all; that these 
thousands are a health menace to the nation; 
that no laws providing adequate medical care 
can provide the necessary number of doctors 
to give this medical care. In the United States, 
laws cannot increase by one man the 150,000 
doctors who are now caring for its 130,000,000 
people. In such a situation, the medical pro- 
fession must accept, without arrogance, that the 
state cannot survive without it; that it cannot 
survive without the state. And for it to set 
itself up as an autocratic minority for the pur- 
pose of blocking health legislation is both un- 
scientific and brutal. But it can set itself up 
to say that neither the state nor the profession 
can promise more than can be accomplished. 

Governments and social economists have no 
way of appraising the amount of care doctors 
can give. They go either to the one extreme or 
to the other. About twenty-five years ago, 
when the cause of pellagra was established, 
the state did not see to it that its people had 
proper food. It blamed every death, every new 
case of pellagra, on inadequate medical service 
and immediately turned its attention to those 
medical projects which may reach scientific ma- 
turity in the distant future. 

But however sincere the motive, however 
varied or variously announced, the spectacular 
efforts to create a new order on an unstable 
hope, rather than evolve one from solid fact, is 
in flagrant disregard of all biological laws. 

Evolution is an inescapable fact. Cruel, if 
you will; but regardless of its cruelty it persists 
in spite of man or men. Nothing of any 
permanent value has ever been done except by 
a process of evolution. And where the human 
being is concerned, it is simply a synonym for 
self-preservation. 

So what really determines the relation be- 
tween the state and organized medicine is not 
the wearying task of controversy about relief 
in illness, but a growth in understanding on both 
sides of what constitutes the state’s part, what 
constitutes the doctor’s part, in the prevention 
of disease. It is no new subject, concocted by 
reds, socialists, or communists. If state medi- 
cine is with us now, it has been with us since 
Moses. Thousands of years before modern 





116 


refrigeration was dreamed of, the Jewish law 
forbade the eating of milk and fish together, 
and for centuries thereafter it was a valid health 
It was no red menace, seeking to 
destroy the democratic rights of its people, but 
Yet 


laws dogmatically set up for the purpose of giv- 


measure. 
a sound principle of preventing illness. 


ing every man, woman, and child group service 
cannot turn an Eskimo into a Hottentot, nor a 
Hottentot into an Eskimo. Because of the 
social implication and sentimental appeal of 
medicine, legislatures and whole groups of 
The will- 
ingness to face the fact that it’s impossible is 
Every intelligent 
knows that an Eskimo dies if he is suddenly 


people want to believe this possible. 


wofully lacking. layman 
transferred to the tropics ; that a man from the 
tropics cannot survive under Arctic conditions. 
And the scientist knows that either the one or 
the other can be fitted for survival, if genera- 
tion after generation is gradually subjected to 
the change. 

In the past few years we have been brought 
face to face with dramatic avoidances of the 
The arguments and 
violent opposition to the sterilization of mental 


significance of these facts. 


defectives in institutions was a pitiable comment 
on the fact that the state does place sentimen- 
A legislative order for 
the examination of a college student for lunacy 
because he wrote and published a class-room 
paper, commenting on the social conditions of 
one of the largest voting populations in South 
Carolina, forced us to consider whether this 
legislative weapon was simply an isolated bid 
for votes or whether it forecasts something of 
the state’s future belief in its right to commit 
a medical crime. However, these two things 
are over and done with, but for how long? For 
so long as other such questions do not arise. 
Most of our societies have discussed the pos- 
sibility of such recurrences, but the societies 
reach only the few. 


tality before reality. 


However, its individual 
members do come in contact with the high and 
the low, the privileged and the under privileged. 
So the question resolves itself into one which 
the doctor may well ask himself if his patients 
realize just what is taking place. Has he told 
them that social medicine is no negative appli- 
cation of a cure but a positive one of foreseeing 
and preventing the cause? Does he, himself, 
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recognize that the state has a definite part in 
such a program? That men, generally, must 
undertake a broader and more comprehensive 
fundamental our pa- 
tients have no food, no clothing, no shelter, all 


interest in causes’ lf 
the antitoxins, vaccinations, and treatments in 
the world will be of small use. 

In a society evolving in the direction of real 
social medicine, the function of the state would 
gradually dwindle. A college boy's written 
exuberance would fall into its natural place,— 
no more important than rooting for the football 
team or doing the snake dance along the public 
highways. ‘Today, on the contrary, the state 
What is ac- 
tually taking place is not a building up of a plan 


seeks to extend its supervision. 


for what is real in social medicine, but ruthless 
tearing apart of every vestige of its true mean- 
ing. ‘The lowest form of social medicine is one 
which from the beginning places revolution be- 
fore evolution. 

It has always been the habit of nations, 
groups, and individuals to think of revolution as 


When we see that men 
have been killed outright, that women and chil- 
dren are dead from starvation, that property 


a visible destruction. 


has been destroyed, we recognize it as a futile, 
brutal struggle. Yet a revolution of this kind 
is far less degrading than the more insidious 
ones, those that go on and on without overt 
signs of violence. While we are wondering 
what the disaster is going to be, the out-of-sight 
When it is 
too late, we begin the accounting; then we sce 
that human energy has been devoured, both the 
collective and the 


destruction has already been done. 


Nerves have 
lost their stability; emotions have become path- 


individual. 


ological; character has been torn apart; the 
causes themselves have been too obscure to be 
recognized in their entirety; excitement, fana- 
ticism, the strain on the nerves, the final sub- 
jection of the normal to the abnormal,—all 
have led to such a waste in human material that 
it takes years, centuries, perhaps, for men to 
realize that the strength of the mind and body 
has been debased. The recuperation seems 
hardly worth the effort; and during the time 
the destruction has been going on there have 
heen only a few out of the millions who have 
kept their balance. It may be that the few in- 
clude a doctor, a politician, a lawyer,—but it has 
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never yet included a group. The groups have 
been too busy fighting for their rights. 

In the revolution going on today, the medical 
profession may well ask itself if it is to be the 
one group to keep its head, its heart, its morale. 
If not, it can do nothing but blame itself. When 
the inevitable reaction sets in, its hindsight will 
begin to heap abuse on its lack of foresight. 

Our own ideas of what medical service should 
be have not escaped the untoward effects. It 
has happened to a great many of us to suffer a 
loss less obvious than the loss of medical know]- 
edge or scientific skill. We have become hys- 
terical about our future. There is a natural 
law in this. If any group of people set them- 
selves apart for a legalized foraging for their 
rights, a definite hysteria begins to spread from 
this point. Every other group begins to fight 
for its rights. What are the rights in one group 
become the hardships in another. This is why 
one group, whose individual members cannot 
bear to part with the least of their possessions, 
will collectively take over the possession of a 
factory that belongs to someone else; while an- 
other group will clamor for the protection of the 
militia, or another will spawn its dictators and 
tyrants. The law becomes general. 

The medical profession belongs in this cli- 
nical picture. The collusion of groups within 
the group to control the volume of work by 
unfair methods, the underbidding in the price 
of work are the streptococci and staphylococci 
that have infected our own blood stream. We are 
all clamoring for our rights, fighting for them ; 
but we have no rights that can be divorced from 
the personal relation we have with ourselves 
and other groups. Every doctor is a member 
of his own group; every doctor’s patient is a 
member of another group; and when, or if, the 
doctor forgets this it will be as well for him and 
his patient, if he stops the practice of medicine 
to become a dispenser of drugs, an X-ray ma- 
chine, or a man with a knife. Each one of us 
knows that men are not cured solely by drugs. 
Most laymen do not, and it has not occurred 
to us to publicize the fact that there are few 
specifics known to medicine. Yet we have done 
our part to protect our rights. We've pub- 
licized the mechanics of medicine. We have 
limited the personal responsibility by the length 
and breadth of a machine. We claim to be 
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the wizards of the modern age, and that, exactly, 
is what we are. The ceremonial of the retort, 
the test tube, the machinery of the laboratory, is 
the most thorough-going, ancient, and still op- 
erative program for protecting the health of the 
living against the force of evil spirits. Actually, 
there is no one more alive to this than the doctor 
himself. He knows that his economic security 
increases in direct proportion to his patient’s 
belief in witchcraft. He knows that his pa- 
tient is demanding the witchcraft of the ma- 
chine; and if the doctor fails to provide it he 
is going on to the next doctor, and the next 
one, until he has the full use of all the ma- 
chines. Therefore it is inevitable that the doc- 
tor equip himself with machines,—the only 
fault being that he claims, by implication at least, 
that his are private, personal ones that have 
some mysterious quality known only to him- 
self and superior to those belonging to his col- 
leagues. 

It is highly dangerous to suggest that less 
emphasis be placed on scientific equipment. 
Without it, medicine cannot move by a hair’s 
breadth. But doctor and layman have made 
golden calves of the microscope, the X-ray, or 
whatever happens to be the “wonderful new 
discovery” of the moment. The layman does 
not suspect that he and the doctor both have 
limited health by the very virtues that should be 
without limit. He is too overcome by his wor- 
ship of the machine. 


It is no wonder then that the layman has be- 
come confident that the human mind and body 
can be changed by a machine, and the state 


should pass laws to effect the change. He and 
the state can put the profession on a commodity 
basis. The full power of the machines is the 
unanswerable benefit. The benefits of the va- 
rious regulations which have long been in effect 
are used as a basis for his beliefs. He points 
out the sanitary laws, the state supervision of 
the tubercular and insane, malaria control, child 
and maternal welfare; and since their benefits 
are so obvious, he sets no limit in the powers of 
state-controlled medicine. The heavens, he be- 
lieves, can be reached by an elevator. 

It is our fault. We have been fighting for 
our rights. We know that the state has not 
done its duty to its citizens. We know its re- 
luctance to assume many specific and necessary 
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During times past, it was 
necessary for us to use every available argu- 
ment to convince it that the tubercular were a 
menace to themselves and the state at large. 
For many years it was necessary to persist in 
our efforts to get the state to understand that 
insanity is a disease and not a disgrace; and 
as such, can be treated scientifically and in 
groups. That is social medicine. Yet we know 
also that few other illnesses can be relegated to 
group treatment. On the face this appears to 
be a contradiction. It would be, but for the 
fact that human beings and their illnesses are 
contradictions in themselves. Neither their 
mental nor their physical aspects can ever be 
standardized or coordinated. In spite of every- 
thing, the human body cannot become a well- 
oiled machine for digestion, propagation, and 
obedience. It will always be treated for its 
idiosyncracies, rather than for its similarities ; 
and to permit a final departure from individual 
treatment to mass therapy is nothing less than 
a crime. 

The medical profession has prided itself on 
a long-established social viewpoint. In the ab- 
stract, it has despised adulteration, chicanery, 
quackery, and cults. In the absolute, it has 
probably adhered to the letter of the law but 
not always to the spirit. Yet no other ethical 
system in the world has so emphatically pre- 
scribed duties,—not rights, mind you—for the 
welfare of the people who do not belong to its 
group, whether the group be the privileged or 
the under-privileged. It holds each member 
to a specific mode of conduct. Only the other 
day, a Georgia doctor came afoul of the law be- 
cause of his adherence to a simple professional 
principle. When he refused to divulge the 
name of a patient, he was sent to jail and fined 
for contempt of court. 


health obligations. 


The action of the judge in sentencing this 
doctor is a direct comment on what the powers 


of the state may become. The doctor may con- 
tinue to pay his fines and protect his patient, 
but we have no way of being sure of that. At 
the present time, the Georgia laws do not rec- 
ognize that any doctor has the human privilege 
of protecting his patient. The action of the 
judge was as though we, who are in an unshock- 
able profession, had witnessed some shameful 
exposure of the body. There is no need for 
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any of us to examine the same autocratic meth- 
ods used in the so-called free clinics, where no 
man receives treatment unless he has the money 
for the first examination. We know only too 
well what happens there. And until hospitals, 
courts, laws, legislatures, and congresses rec- 
ognize that no patient can be properly treated 
unless he has a right to privacy, medicine must 
do something to protect the patient and itself 
against government, whether the government 
be democratic, monarchal, fascist, or com- 
Call governments what you will, be- 
lieve in, or oppose any one that you will, but 
remember that there is no difference in the 
dictatorship of the one or the other, when it 
arbitrarily assumes the command of the pro- 
fession. 


munistic. 


But that brings us to another consideration. 
If government—any government—takes over 
the profession, that does not alter the profes- 
sion’s responsibility to that government. When 
the state claims that the individual does not 
count; that the greatest good for the greatest 
number is its only concern, we need all the hon- 
esty and humility we can muster to sustain our 
knowledge that the greatest number is made up 
of its smallest and most insignificant parts. The 
greatest good, after all, takes in the abundant 
needs of the component parts. An automobile, 
by-the-way, cannot run without its carburetor, 
however superior the engine or body may be. 

Remove all catchwords, all slogans, and we 
will find underneath our same responsibility, — 
the protection of the health of the individual. 
If it takes a direct tax to provide hospitals, to 
reduce the cost of illness, to care for the indi- 
gent, we must do our best to get the direct tax. 
If it takes tax-supported laboratories to provide 
technical equipment for doctors generally, then 
we must have state laboratories at certain stra- 
tegic points over the country. If the Federal 
Government must be the means of putting teeth 
into any health program, we must have Federal 
power behind us—and be done with the hy- 
pocrisv of pretending that democratic rights 
rest on the principle of the individual’s ability 
to govern himself. If democracy rests on such 
a principle, medicine certainly does not. No 
man can be self-governing in so far as his 
health is concerned, or, rather, in so far as his 
disease is concerned. No doctor can be self- 
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governing when the health of a single individual 
is in his hands. But remember, that medicine, 
social security, education, and social uplift can- 
Effective 
medicine demands and must have a flexible re- 
lation with government. It cannot be taped 
down to form No. C-5680 or any other num- 
ber. 


not be lumped together as one thing. 


It must be allowed scientific freedom to 


grow, to change, to evolve; and if the doctor 
f 


ails to point out the difference between health 
programs and social upheavals, then he has 
If he fails, 
medicine, itself, is a failure, and the state should 
take over the profession. 

Governments have taken it over before, and 
what happened then was not a development of 
medical knowledge, but a ruthless fitting in of 
brutality to a technique dictated by the rulers. 
Yet, in spite of every thing, medicine has pro- 
duced one scientist, then another and another, 
from Hippocrates to Banting, to drive home the 
fact that medical progress has been and will con- 
tinue to be an individual and not a governmental 
accomplishment. It thrives but poorly under 
institutional With millions to 
spend, the greatest research foundations have 
contributed little beyond a more exact knowl- 
edge of derivatives, a greater efficiency in meth- 
ods of sanitation and control of epidemics. The 


failed in his avowed obligations. 


supervision. 
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discovery of the causes has been left to the 
individuals, those individuals who have had lit- 
tle more than a test tube for equipment. Take 
your men of science and examine their lives ; 
but for their highly individual personalities 
and persistences, we might still be in the Dark 
Ages; and while you are examining their lives, 
see what has happened to them at the hands of 
the governments and organized groups. Take 
any of them, and you can count on the fingers 
of one hand those who have not been persecuted 
or neglected by the state, yet the miracle of what 
each one did lives on. The miracle of the full 
acceptance of responsibility to himself, his fel- 
lowman, his state. Not one of them was con- 
cerned solely with relief in illness. They were 
too consumed with the prevention of disease. 
They were the exponents of the highest form of 
social medicine, evolving plans for the physical 
and mental health of states, countries, and na- 
tions. 

The most urgent need of organized medicine 
is to support all men who know that curative 
medicine is practiced in the doctor’s office, and 
not in public thoroughfares. The most urgent 
need of the state is to learn to distinguish be- 
tween medical facts and medical theories. Its 
greatest concern should be with the health of its 
citizens, rather than relief in illness. 
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THE COLUMBIA MEETING. SOME ASSOCIATION 
ACTIVITIES 


Under the Presidency of Dr. R. C. Bruce, the 
Association closed a year of marked progress 
with the recent meeting. Some of the major 
events include more satisfactory fees under the 
Workmen’s Compensation Law. The nation 
wide plan for the control of Syphilis was 


started under way. President Bruce gave his 


enthusiastic support to this matter, having at- 
tended the general conference on the subject in 
Washington. Then there was the problem of 
cooperation with the State Board of Health in 
the set up of the Maternity and Child Welfare 
provisions of the Security Act. The Associa- 
tion has given its unqualified support for the 
past two years to the Committee on Maternal 
Welfare, and this support will be continued. 
The work of this Committee has been outstand- 
ing and is so recognized throughout the coun- 
try. The question of adopting some form of 
state wide hospital savings plan was entered 
upon and given careful study by the Council 
cooperating with the State Hospital Association. 
These studies will continue over into the com- 
ing year, and it is expected some disposition 
will be made of the proposition. A new stand- 
ing committee on public relations came into be- 
ing during the year, and it is believed will go 
far toward clarifying many of the obscure 
phases involved in the close relationship of the 
profession and the public at the present time. 
The Association has kept in close touch with 
legislative activities through its excellent com- 
mittee on legislation. 

During the year an intensive study by the 
members of the Association was given to the 
proposed Amendments to the Constitution and 
By-Laws whereby there would be a definite 
limitation of the terms of service of all of the 
officers of the Association except the Secretary. 
These proposed Amendments after this period 
of probational consideration came before the 
House of Delegates and were discussed force- 
fully and logically, after which the Amendments 
were defeated. The proposal for a Speaker of 
the House of Delegates was also lost, as was 
the proposal for a Parliamentarian. The only 
Amendment to the Constitution adopted was 
the provision for a Vice President. Under the 
head of By-Laws the House of Delegates went 
on record by an Amendment providing for an 
increase of the annual dues from five dollars to 
six dollars. It was clearly shown that if the 
Association is to function in the many direc- 
tions now demanded, more money will be re- 
This Amendment was adopted by un- 
animous vote. 


quired. 


President Bruce recommended that the 
House of Delegates revert to its former prac- 
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tice of meeting at 10 A. M. on the day before 
the scientific sessions begin in order that the 
manifold demands on the Association may be 
threshed out more carefully and proper disposi- 
tion be made of them at each annual session. 

The report of the Secretary-Treasurer dis- 
closed a continued growth in membership and 
a greater interest on the part of several smaller 
county societies by their reorganization. It 
also indicated more prompt payment of dues 
on the part of the members. This report showed 
a satisfactory year for the Journal from many 
standpoints, including an increase in advertis- 
ing receipts and an enlargement of the reading 
matter in the Journal by about twenty five per 
cent. 

All of the plans for the Columbia meeting 
were carried out in a remarkable way by the co- 
ordination of effort on the part of the officers 
and committees of the State Association and 
those of the Columbia Medical Society and the 
Woman’s Auxiliary. The attendance of both 
organizations, that is the State Medical Asso- 
ciation and the Woman’s Auxiliary, reached 
about seven hundred, and the convention was 
highly successful from every standpoint. The 
next annual meeting will be at Myrtle Beach. 


OUR NEW PRESIDENT 


Dr. Julius H. Taylor was born in Columbia, 
S. C., August 8, 1877, the son of Benjamin 
Walter Taylor, M.D., of Columbia, and Mari- 
anna Heyward Taylor (Beaufort, S. C.) His 
preliminary education was received in the pri- 
vate schools in Columbia conducted by Mr. 
Charles H. Barnwell and later that of the 
Misses Reynolds. He attended the University 
School at Charlottesville, Virginia, from 1890- 
1893 and received his B. S. degree from the 
Citadel, The Military College of S. C., in 1896. 
He then spent two years at the University of 
South Carolina, 1896 to 1898, as the first spe- 
cial pre-medical student of the institution. In 
1901 he graduated from the Medical Depart- 
ment of the University of Virginia. Following 
his graduation, from 1901 to 1905 he served as 
Intern on the Staff of the New York Orthope- 
dic Hospital, New York Lying-in-Hospital, 
St. Luke’s Hospital (pathological and surgical 
services) New York. Since January 1907 he 
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has been engaged in the practice of general sur- 
gery, Columbia, S. C. 

He is a member of many scientific organiza- 
tions, including the American Medical Associa- 
tion, the American College of Surgeons, the 
Southern Surgical Association (Resigned Dec. 
1935), the Columbia Medical Society, and the 
South Carolina Medical Association. 

Dr. Taylor has shown a continuing interest in 
the affairs of the State Medical 
from his earliest connection with it. 


Association 
He has 
been well known as an outstanding historian of 
the Association. He was a staunch supporter 
of the idea of erecting a memorial to Marion 
Sims and has contributed many papers of scien- 
He is a 
ripe scholar and by his genial personality will 
lend a peculiar charm to his duties as President 
of the Association. 


tific interest at the annual meetings. 


THE PRESIDENT ELECT 


The elevation of Dr. J. R. DesPortes of Fort 
Mill to be President Elect of the South Caro- 
lina Medical Association by unanimous vote of 
the House of Delegates at Columbia, April 13, 
1937, comes as a well deserved honor. Dr. 
DesPortes was one of the oldest members in 
point of service on the Council and for the past 
three years has been Chairman of the Council. 
He comes from a section of the state in which 
the medical profession has fostered and lived 
up to high ideals as evidenced by the lives and 
accomplishments of many outstanding leaders. 
As a Councilor he was always faithful and a 
hard worker both in his District and in the 
broader affairs of the State Medical Associa- 
tion. 


This long service will give him a peculiar 


advantage when he becomes the actual head of 
the profession a year hence. 

Dr. DesPortes was born on a farm in 1879 
near Ridgeway, S. C., the son of Henry W. 
and Mattie LeC. DesPortes. His primary edu- 
cation was obtained at Mt. Hope School under 
the guidance of Miss Thomas. He graduated 
at Porter Military Academy in Charleston in 
1896. He then entered the Medical College 
of the State of South Carolina and graduated 
in 1900. For two years he was in charge of 
Mengel’s Hospital in Quintance-Roo Province, 
Mexico. During the World War he was sta- 
tioned at the Port Terminals in Charleston. 
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After the Armistice he located at Fort Mill, 
S. C., where he has since been engaged in gen- 
eral practice. On April 28, 1934, he married 
Miss Lila Parker of Fort Mill. He is a Mason 


ait 
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and also a Shriner. He is a member of the 
Protestant Episcopal Church. At the present 
time he is the President of the York County 
Medical Society. 





—— 


OBSTETRICS AND GYNECOLOGY 


J. D. GUESS, M.D., GREENVILLE, S. C. 


oo 


THE OCCIPUT POSTERIOR, AN 
OBSTETRICAL PROBLEM 


The incident of the occiput posterior posi- 
tion in vertex presentation is greater than has 
been taught in obstetrical text books. They are 
frequently not recognized, and when so may 
cause no difficulty in labor. At other times 
they may present real problems. 

The non-recognition of the occiput posterior 
explains both the reason why their incidence is 
understated and why at times they give rise to 
serious difficulty. Recognition of the underly- 
ing cause of dystocia goes far in solving the 


problem of its relief. 

In a recent article (Amer. Journal Obstetrics 
and Gynecology, 28:5, Nov. 1934) W. C. Dan- 
forth, skillful obstetrical diagnostician, gives 
statistics, based on a series of 1565 cases from 


his private practice. Each woman was exam- 
ined by him early in labor and presentation and 
position determined. 

Danforth found the occiput posterior in 443 
cases, an incidence of 27.1 per cent in his series. 
The occiput was posterior and to the right in 
386, and posterior and to the left in 57. The 
greater incidence of R. O. P. over L. O. P. is 
universally recognized and corresponds with the 
greater incidence of L. O. A. over R. O. A. 
Spontaneous rotation and delivery occurred in 
125 cases, and spontaneous rotation and delivery 
by simple outlet forceps occurred in 175 cases. 
Thus spontaneous rotation occurred in 69 per 
cent of his cases. In 143 cases (31 per cent) 
spontaneous rotation did not occur. 

In a still more recent article (Amer. Journal 
Obstetrics and Gynecology, 30:1, July, 1935) 
Crotty gives a study of cases of occiput poster- 
ior occurring in a series of 7,803 deliveries by 
the Chicago Maternity Center, which is interest- 


ing because these cases are all out-patients, with- 
out the selection incident to house cases. Where- 
as, in his personally conducted home and hospi- 
tal cases his incidence of occiput posteriors was 
28 per cent of his vertex cases, the incidence in 
the series reported from the maternity center 
was only 11.5 per cent. After mentioning the 
reported incidence of occiput posterior in the 
series from six outstanding clinics, Crotty 
states, “A mean of all these figures gives an in- 
cidence of 20 per cent, which seems to approxi- 
mate the true state of affairs about as closely as 
possible.” 


Spontaneous rotation and delivery occurred 
in 80.2 per cent of the cases from the maternity 
center. Spontaneous delivery without rotation 
occurred in 5.32 per cent, and operative inter- 
ference was required in 14.32 per cent. 

Potter (Version—1922), who tries to deliver 
his cases by podalic version and extraction at the 
end of the first stage of labor, stresses the rela- 
tive frequency of occiput posteriors. Naturally 
he is unable to speak with regard to the fre- 
quency with which they fail to rotate. 

Williams (Obstetrics, 6th. Edition) states: 

“In 5488 cases of labor at the John Hopkins 
Hospital, in which the vertex presented, we ob- 
served 635 occipitoposterior presentations (11.3 
per cent). The number of primary occipito- 
posterior positions was probably twice as great 
as is here indicated, but owing to the fact that 
many of our patients were not examined until 
well advanced in the second stage of labor, it 
happened in many cases that anterior rotation 
had already occurred.” 

There are a number of factors that operate 
either singly or in unison to give rise to the 
occiput posterior position, but these may be re- 
solved into a single ultimate factor, namely, 
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failure of the head to engage in or to maintain 
flexion. It is associated with extension; of 
course, to a degree less than that of face or 
brow presentation. 

In almost every case of occiput posterior 
position certain difficulties may be expected in 
labor and certain steps should be taken to render 
these less noxious. Labor may be expected to 
be erratic and irregular, the pains tending to 
develop slowly and irregularly. Onset of labor 
is likely to be delayed, just as it is in anterior 
positions when engagement does not occur in 
the last weeks of pregnancy. Actual suffering 
in the first stage of labor is greater. The cervix 
dilates more slowly and frequently incomplete- 
ly. Thus labor tends to be decidedly longer. 
The membranes tend to rupture early in labor, 
but one should attempt to preserve them intact 
as long as possible, and one should try to con- 
serve the strength of the patient as much as 
possible. Bladder and rectum should be kept 
empty. Causing the patient to lie on that side 
toward which the occiput points is said to aid 
in producing rotation. 

Even though complete rotation occurs, as it 
will do in the majority of cases, except when the 
babies are relatively small, long hard labor will 
be required, and rotation may not occur until 
the advancing head begins to distend the peri- 
neum. 

In those cases where complete anterior rota- 
tion does not occur four things may happen. 
There may be no rotation, and labor may be- 
come obstructed. Rotation posteriorly may oc- 
cur, resulting in an occipitosacral position. 
These may deliver spontaneously or by the aid 
of forceps. They usually cause extensive 
laceration of the perineum. Rotation anter- 
iorly may proceed to a point where the sagittal 
suture lies transversly, so that one has to deal 
with the so-called deep transverse arrest. En- 
gagement may not be possible and the head may 
be arrested as a posterior at the superior strait. 

The first problem is one of diagnosis. If one 
has recognized the condition early, he is in posi- 
tion to anticipate a slow erratic labor and to 
recognize its cause. If dystocia occurs, he is 
in position to proceed with judgment and a 
sense of assurance in the exercise of the ob- 
stetrician’s art. Quoting Williams again, he 
says: 
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“To my mind the main cause of the dread 
in which posterior presentations are held is the 
fact that they frequently escape recognition, 
with the result that the large number which 
rotate anteriorly and end spontaneously are 
overlooked, and only those cases are recognized 
in which rotation either fails to occur, deep 
transverse arrest results, or the occiput rotates 
into the hollow of the sacrum. Furthermore, 
these conditions are not diagnosticated until 
operative interference becomes necessary, and 
even then not until repeated failure at forceps 
extraction leads to careful examination and to 
the recognition that the instrument has been 
applied improperly.” 

The second problem and one that is being 
actively discussed in the literature is the safest 
and best method of handling the situation, once 
the cause is determined. 

Podalic version is the method of choice when 
the arrest is at the superior strait. Cesarean 
section is not indicated solely by reason of such 
an arrest. 


After engagement has occurred, version is 
not a safe procedure unless one is highly skill- 
ful, and the use of forceps is safer. But here 
again presents a problem, for obstetrical lead- 
ers differ in their methods. 


Danforth, has described a method of manual 
rotation of the head to an anterior position after 
which forceps are applied. Many others use a 
similar method of manual rotation. 


Bill applies his solid bladed forceps to the 
head with the pelvic curve directed toward the 
anterior face, rotates the head with the forceps, 
removes and reapplies the forceps, a modified 
Scanzoni meneuver, which was first described 
by Smellie, and was practiced by Tarnier. This 
method is favored by Williams, when manual 
rotation fails. A modification of this method 
is to draw the head down on the perineum be- 
fore rotating with the forceps. 


Shears (Obstetrics, Normal and Operative— 
3rd. Edition, 1920) advised downward traction 
with a Tarnier forceps, giving at the same time 
a spiral turn to the handles. 

Those who use the Kielland forceps, make a 
cephalic application of this instrument, which 
possesses little pelvic curve, and rotate and ex- 


tract the head without reapplication. Their use 
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requires skill, for they may do great damage to 
the maternal soft parts. 

I have had an opportunity to see a rather 
large group of these cases during the past few 
years. Many of them are seen in consultation 
and many others occur in my hospital services. 
In both of these groups, interference has been 
preceded by a plan of expectancy. Many times 
the cause of dystocia has not been recognized, 
and often attempts at application of forceps 
have been made unsuccessfully. 

I have gradually come to follow a rather def- 
inite plan in handling labor where the occiput 
lies posterior. The duration of the first stage 
is of little moment asa rule. I attempt to keep 
the patient reasonably comfortable, using mor- 
phia and some barbituric acid salt, and I attempt 
to conserve her strength with readily assimilated 
liquids. Should the membranes rupture pre- 
maturely, as they so frequently do, this fact 
does not as a rule alter the plan of management. 

After dilatation of the cervix is complete, I 
allow a little time to see if there is any tendency 
toward rotation and descent. The length of 
waiting depends upon the strength and fre- 
quency of the pains and whether or not the pa- 
tients is in the hospital. I interfere much more 
quickly in the hospital than I do in the home, 
and I see little reason to allow a long con- 
tinuance of more or less ineffectual effort, when 
interference can be carried out with reasonable 
safety. 

When interference has been determined upon, 
the patient is anesthetized, preferably with 
ether, for uterine relaxation is necessary. The 
position is then carefully checked, the entire 
hand being carried into the vagina, after iron- 
ing it out, and the position of the occiput is de- 
termined by palpation of the posterior ear. 

Then with the fingers, widely separated, the 
head is grasped, and an effort is made to push it 
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up into the pelvis, sufficiently to free it, and 
then working bimanually, an attempt is made to 
rotate the head, and at the same time the anter- 
ior shoulder. Usually one is able to bring the 
occiput to a transverse or more anterior position. 
If at the beginning of interference the head lies 
as an occipito-sacral, one must know from 
If this can not 
be determined, it is better to attempt to deliver 


which side the occiput came. 


as a posterior, or to perform a version, the lat- 
ter, in my opinion, being decidedly hazardous 
to the baby, unless it is done by one with unusual 
skill. 

After rotation, I apply forceps, first applying 
that blade which lies the more nearly posterior. 
I prefer the Kielland forceps for this, because 
since they possess little pelvic curve, they can 
be introduced in a cephalic application. They 
must, however, be used with great gentleness 
and care, particularly in the application of the 
anterior blade and when used to complete rota- 
tion of the head. 

Simpson forceps can be used very satisfac- 
torily, making first an oblique application, and 
using the technique termed by De Lee, “Key 
in lock,” and accurately described by him in his 
text book. 

After application of forceps, I complete 
anterior rotation and draw the head down into 
the pelvis. 


The anesthetic is stopped, and | 
wait for the resumption of pains, and with the 
forceps assist in the expulsion of the head. 

My experience with this plan has been very 
satisfactory. 


| have been able to save mothers 
hours of painful exhaustion, and I have lessened 
the risk of cerebral injury to the babies. I have 
had no maternal deaths and no serious maternal 
injuries. I believe that I have definitely lessened 
my maternal morbidity and my infant mortality 
by routine interference which by some would be 
considered rather early. 
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SURGERY 


WM. H. PRIOLEAU, M.D., F.A.C.S., CHARLESTON, S. C. 


ee 


“IMPORTANCE OF EARLY OPERA- 
TION IN ACUTE INTESTINAL 
OBSTRUCTION” 


The term—acute intestinal obstruction—as 
it is used clinically is to a certain extent unfor- 
tunate in that it implies that the stoppage of the 
intestinal canal is the condition of immediate 
importance, whereas in many cases this is a 
minor consideration to circulatory changes in 
the walls of the intestines and metabolic disturb- 
ances caused by the loss of sodium and chloride 
ions. In simple high obstruction such as is 
caused by an enterolith there is persistent vomit- 
The 


ill effect is due mainly to the loss of the sodium 


ing, and as a result not much distention. 


and chloride ions and accordingly can be offset 
to a great extent by the administration of saline 
solution parenterally. Only late—if 
would there be a circulatory disturbance of the 
intestinal wall. 


ever-— 


A similar obstruction low in 
the small intestine or in the right half of the 
The 
vomiting is much less severe and it does not 
occur until later. Distention gradually takes 
place above the obstruction and finally involves 


large bowel acts somewhat differently. 


the upper intestine. The stomach becomes full 
of foul brown fluid which is vomited at inter- 
vals. The disturbance of the acid-base equili- 
brium is less severe and does not occur early. 
(Of greater importance is the effect of the cir- 
culatory disturbance of the intestinal wall. The 
circulation is interfered with both by the in- 
crease in intra-enteric pressure, and the narrow- 
ng of the caliber of the blood vessels in the 
distended loops. The wall becomes edematous 
ind cyanotic—its resistance to infection is low- 
ered. Toxemia results from absorption from 
t and in a short time causes death. If the pro- 
cess continues, peritonitis or perforation takes 
place. Simple obstruction in the region of the 
rectum does not interfere early with any vital 
function except that of excretion, which can be 
ield in abeyance for some days without serious 
iarm. Accordingly it does not constitute an 


\cutely serious condition. In due course of 


time, varying under different conditions, the 
intestinal tract becomes so distended that the 
circulation of the walls is impaired and a tox- 
emia follows. Death results from the toxemia, 
or peritonitis if the process continues long 
enough. 

The most important factor commonly present 
in acute intestinal obstruction is interference 
with the blood supply of a portion of the intes- 
tinal tract. This strangulatory condition may 
be only partial at first but the tendency is for 
it to become complete—in volvulus and some 
cases of hernia it is complete from the onset. 
Its significance is the same at whatever part 
of the intestinal tract it occurs. Unless re- 
lieved early, gangrene ensues—compared with 
this serious condition, the obstruction to the 
fecal stream is of minor importance. 

The importance of early operation in acute 
intestinal obstruction has long been recognized, 
but in spite of this a great many cases come to 
operation late and accordingly the mortality re- 
mains high. 
been 


In the past few years there has 
advocated the treatment of the non- 
strangulatory cases by means of continuous 
stomach siphonage—the idea being that with 
the removal of the fluid contents from the stom- 
ach and duodenum, the lessened pressure per- 
mits regurgitation from the lower loops, and 
gradually the distention is relieved and the 
kinks straightened. In such cases this form 
of treatment often gives satisfactory results 
and averts-an operation, at least for the time 
begin. It is applicable most often in obstruc- 


tion following shortly after an abdominal opera- 


tion or peritonitis. The danger connected with 
this form of treatment is that should a strangu- 
latory condition be present valuable time is lost. 
Strangulation is so commonly associated with 
acute intestinal obstruction that in view of its 
serious significance its presence should be as- 
sumed unless proven otherwise. To determine 
that such a condition does not exist is often 
difficult, and at times impossible—certainly for 
the average surgeon. Accordingly, in a certain 


percentage of cases treated by this method death 





126 


will follow from an overlooked strangulation. 
In the treatment of acute intestinal obstruc- 
tion the safer rule is to operate early unless 
there are definite contra-indications. The con- 
tinuous stomach siphonage is most valuable as a 
preoperative and postoperative measure. It is 
also helpful during the operation. In some 
cases, especially those following shortly after 
laparotomy, or a recently subsiding peritonitis, 
it may be advisable to depend upon it to the ex- 
clusion of operation, but in so doing, it must 
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be borne in mind that in an occasional case 
strangulation will be overlooked and death will 
follow. 

The foregoing views are held by most writers 
on this subject. They are particularly well ex- 
pressed and treated in more detail by Boyce and 
McFetridge(1) in their comparative analysis 
of three series totaling 715 cases. 

1. Boyce, F. F., M.D. and McFetridge, E. M.., 
M.A.:—Acute Intestinal Obstruction,—The 
Southern Surgeon 6:109 ( April) '37. 


INTERNAL MEDICINE 


J. H. CANNON, M. D., CHARLESTON, S. C. 


ETIOLOGY AND TREATMENT OF 
AURICULAR FIBRILLATION AND 
AURICULAR FLUTTER 


By I. C. Brill, M.D., Portland, Ore. 


Modern concepts of Cardiovascular Disease. 
Published monthly by American Heart Asso- 
ciation, March 1937 


The burden of extra work imposed by the 
onset of the above arrhythmias commonly re- 
sults in congestive heart failure. Since fibrilla- 
tion is of frequent occurrence (flutter less 
often), it is very important that they be rec- 
ognized promptly and adequately treated. 


AURICULAR FIBRILLATION 


Etiology: No specific etiologic factor 
known. It is seen most often, however, ac- 
companying certain clinical conditions. Evi- 
dence of rheumatic heart disease is found in 
from 40 to 65 per cent of cases, non valvular 
heart disease in 30-40 per cent (usually in older 
age group 6th and 7th decades, hyperthyroidism 
in 10-15 per cent, and other toxic states as in- 
fections, drugs, etc., in 2-5 per cent. Seldom 
found in syphilitic heart disease. Four to nine 
per cent show no evidence of any other disease. 
it is infrequent under 20 years of age and rare 
under 12 years of age. Sex appears not to 
play any part. Auricular fibrillation may be 
paroxysmal or permanent. Paroxysms may 
last from a few minutes to a few hours or days 
or last permanently. Frequent transient at- 


tacks often precede the permanent for a variable 
period of time. 

Remedies: The two chief remedies used to 
combat this type of arrhythmia are digitalis and 
quinidine. 

Adequate digitalization prior to using quini- 
dine “probably increases the chances of success 
and diminishes the danger of accidents. It pre- 
vents the ventricular tachycardia that sometimes 
occurs in quinidine therapy. Conversely, quini- 
dine counteracts the toxic irregularities of digi- 
talis’”’ (Sollman). 

Conditions affecting the choice of therapy. 

Factors influencing choice of therapy are: 
etiology, variety of fibrillation, apical heart 
rate, and congestive failure. (Also advanced 
years and duration of arrhythmia, Ed.). 

Etiologic considerations include presence of 
organic heart disease, the absence of heart dis- 
ease apart from the arrhythmia and associated 
hyperthyroidism (the latter deserves emphasis, 
Ist. because it is not infrequently overlooked 
and 2nd. because it is amenable to cure by opera- 
tive removal of the thyroid, Ed.). 

Auricular Fibrillation and Organic Heart 
Disease. 

In advanced organic Heart Disease with 
fibrillation it is usually best not to attempt to 
restore normal rhythm but to keep the apical 
rate reasonably slow (70-80 per min.) and re- 
duce the pulse deficit toa minimum. Quinidine 
in such cases is probably not as likely to restore 
normal rhythm as in other types of cases; and 
even if successful, it is not apt to be permanent. 





THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


it is therefore very doubtful if the benefit de- 
rived from quinidine compensates for the risk 
incurred in using it, for it is in this type of case 
that the more dangerous untoward effects of 
quinidine (embolism, collapse, sudden death) 
are most apt to manifest themselves. 
an occasional case of organic heart disease with 
congestive failure seems to derive some advan- 
tage from auricular fibrillation, since the fibril- 
lating heart may be kept at a more efficient level 
with digitalis than if normal rhythm were pres- 
It has also been noted that the fibrillating 
heart is less subject to subacute bacterial endo- 
carditis and sometimes lessens the severity of 
pain in angina pectoris. 

In spite of such apparent advantages as men- 
tioned above there are obvious disadvantages 
for which a continuation of the abnormal 
rhythm must be blamed, such as embolism. 
Since it is generally conceded that the more 
serious the organic disease, the longer its dura- 
tion and the greater the age of the patient the 
greater the chance of embolic phenomena, it 
seems reasonable that if the fibrillation can be 
terminated shortly after its onset, the chances 
for thrombus formation are not so likely and 


Moreover 


ent. 


seems to justify the conclusion that whenever 
possible, without too great risk, we should at- 
The author 
believes that if the fibrillation is less than six 
months duration and the organic heart changes 
not too far advanced that the patient having 
first been digitalized, quinidine may be used 
with probable benefit and comparative safety. 

He quotes Van Nuys, Kahn and Levine to 
the effect that even in the more advanced cases 
with severe decompensation which fall to re- 
spond to digitalis or other treatment, quinidine 


tempt to restore normal rhythm. 


has restored normal rhythm which was followed 
by restoration of compensation. 

In fibrillation without other evidence of heart 
lisease quinidine is the drug of choice. 

Its chances of success are enhanced by pre- 
liminary digitalization, following which a test 
does of quinidine of 3 grs. is given; and if 
symptoms of cinchonism do not appear in 6-12 
hours, doses of 5 grs. may be given at 4-6 hour 
intervals for a week unless normal rhythm is 
restored when a maintainance dose is given of 
3} ers. once or twice daily. 

Auricular fibrillation with thyrotoxicosis may 
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require no special treatment, the abnormal 
rhythm disappearing spontaneously after opera- 
tive treatment. If it persists from one to three 
weeks after thyroidectomy, quinidine 
usually restore normal rhythm. The reappear- 
ance of fibrillation usually means that sufficient 
thyroid tissue was not removed at operation or 


will 


there is some other cause responsible for the 
irregularity. 

The author feels that the use of quinidine to 
prevent fibrillation in hyperthyroidism with 
normal rhythm is questionable but feels that in 
small doses it would not be harmful. 

The paroxysmal attacks of fibrillation cease 
spontaneously in less than two days in 80 per 
cent of cases. In attacks of long duration treat- 
ment is indicated as above. Quinidine may be 
used prophyiactically to prevent frequently re- 
curring attacks. 

Fibrillation with a slow apical rate not due to 
treatment usually means organic heart block, 
and management is directed towards the under- 
lving heart condition. In the rare case of 
otherwise normal heart with slow fibrillation 
normal rhythm should be restored with quini- 
dine. Fibrillation usually means organic heart 
disease, and we should always make every ef- 
fort to determine the underlying condition, In 
rare cases fibrillation of itself may cause con- 
gestive failure, and in such cases the use of 
(digitalis and quinidine by restoring normal 
rhythm may result in permanent benefit. 

Auricular flutter occurs under the same cir- 
cumstances as fibrillation but much less com- 
monly, the ratio being about 1:20. They are 
closely related arrhythmias, the mechanism of 
production similar except that in flutter the 
circus movement is more regular and much 
slower in rate. The same remedies are em- 
ployed in both. Digitalis tends to slow the rate 
and increase the irregularity, converting the 
flutter into fibrillation and upon withdrawal of 
digitalis normal rhythm is resumed. 
not, then quinidine may be used. 


If it does 


It should be remembered that quinidine is 
not as safe a drug as digitalis. 
called a two edged sword. 


It has been 
The earliest toxic 
symptoms are tinnitus—less commonly nausea, 
vomiting, epigastric distress, and diarrhoea— 
more rarely there may be headache, palpitation, 
fear, mental depression, flushing, urticaria, 
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sweating, syncope and tachycardia. \Ventricu- 
lar premature beats may precede ventricular 
tachycordia and ventricular fibrillation. Sud- 
den death other than of embolic origin is oc- 
casionally observed, probably due to ventricular 
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lf such 
an emergency is acticipated, life may sometimes 


fibrillation or to respiratory paralysis. 


be saved by artificial respiration and intraven- 
ous or intracardiac administration of large doses 
(15 grs.) of caffeine sodium benzoate. 


DERMATOLOGY AND SYPHILOLOGY 


BY J. R. ALLISON, M.D., COLUMBIA, S. C. 


ACUTE URTICARIA HIVES 
By J. H. Crooks, M.D., Greenville, S. C. 


In the 1936 Year Book of Dermatology and 
Syphilology (Year Book Publishers, Chicago), 
Wise and Sulzberger, of New York, give an 
outline of their own experience in the treat- 
ment of urticaria—an outline especially for the 
general practitioner. I give here a brief ab- 
stract of their article. 

Scientific evaluation of therapeutic measures 
for urticaria is difficult, largely because it is im- 
possible to foretell the course or duration of the 
individual untreated cases. Spontaneous cures 
and remissions may occur at any time, even in 
long standing, severe cases. The authors, for 
convenience, divide the treatment arbitrarily 
into etiologic measures, symptomatic measures, 
and strictly empiric procedures which may act 
cither symptomatically or etiologically. 

The authors believe that the acute attack of 
hives is most commonly due to allergens in the 
bloodstream, and in the hypersensitive skin 
areas produce the vascular changes which form 
the basis of the urticarial wheal. In other 
words, acute hives, in their opinions, in con- 
trast to the chronic form, is usually the result 
of an urticarial type of skin allergy. The cir- 
culating allergens are undoubtedly usually of 
alimentary origin, but it is probable that in- 
halant allergens, allergens emanating from mi- 
cro-organisms in foci of infection, and even 
contact allergens (through transepidermal pen- 
etration) may occasionally be the causal agents. 

The first step in etiological treatment is to 
empty the gastro-intestinal tract. This should 
never be neglected; it may be done by the use 
of castor oil and perhaps better, by calomel in 
large doses (3-6 gr.) at night followed by a 


saline cathartic in the morning. It is best, for 


a short time, to reduce the intake of food, to 
force fluids, to recommend a bland diet and to 
continue mild purging with daily morning doses 
of a saline cathartic for several days. 
is very important, not necessarily bed rest, but 
avoidance of violent exercise or too heavy work. 


Rest 


In some cases daily enemas may be employed. 

The abstractor has found Guelpa’s detoxi- 
cation treatment very useful in relieving acute 
attacks of hives—that is, fruit juices, water, and 
milk, provided the patient is not sensitive to 
milk, for twenty-four hours at least and ad- 
ministering an ounce of Glaubers salts before 
breakfast. 

Absorbents have proven helpful—animal 
charcoal in natural form, or better still, as an 
ingredient of modified Ravant’s formula, con- 
sisting of equal parts of carbo-aminalis, bis- 
muth subnitrate, glycerin, and simple syrups to 
make a paste—1 tablespoon, 1 to a tumbler of 
water three times daily after meals. Kaolin 
is perhaps more pleasant (I have used the col- 
loidal kaolin in large doses and found it of 
much benefit). Kaomin (Lilly) 1 heaping tea- 
spoonful in water before meals is not unpleas- 
ant to take. A method used much by the 
French, is to prevent too rapid absorption of 
food constituents by the administration of 1-2 
to 1 teaspoonful of plain mineral oil 15 minutes 
before each meal and again in the middle of the 
meal. The authors have found this of benefit 
in some cases. Hydrochloric acid and pep- 
tones have also been shown to delay the absorp- 
tion of food allergens in the intestinal tract. 
Alcohol hastens absorption; so it seems wise 
to forbid the use of alcoholics. 


The exact manner of the beneficial action of 
these remedies is not clearly understood. They 
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either tend to remove the urticariogenic sub- 
stances or to reduce the quantity of causal 
noxious agents reaching the skin, and may, in 
at least one sense, be considered forms of eti- 
ologic therapeusis. 

A second etiological approach consists of 
avoiding renewals of exposure to causal sub- 
stances—foods and, in a few cases, drugs are 
the most frequent culprits in cases in which the 
etiology has been ascertained. 

Unfortunately, skin tests have been found to 
he of little value in finding the causative sub- 
stances. Many clinically insignificant wheal 
reactions may occur ; or, on the other hand, and 
only too often, the very food or drug which has 
produced the hives fails to elicit a wheal when 
applied in a skin test. The authors believe, 
therefore, that skin testing should, as a rule be 
employed only as a check on already clinically 
incriminated substances, or as an ultimate in- 
vestigative measure after all other methods have 
failed to reveal the etiology. 

In search for the cause of the acute urticarial 
recurrences, the patient’s own observations re- 
garding causative agents are of the greatest 
value. (Time consumed in eliciting a good his- 
tory is time well spent). When the history 
fails to give a clue as to the etiology, the next 
procedure may be either the elimination diet 
(Rowe, etc.), or, perhaps better, the keeping 
of a strict diary of all foods and drugs ingested 
for several weeks. Only in this way can one 
know everything taken by the patient. The 
authors give the following list as frequent 
causes of hives: 

Foods 
Shell fish 
Fish (caviar, etc. ) 
Strawberries 
Cheese 
Nuts 
Eggs 
Wheat 
Milk 
Pork 
Chocolate 
Drugs 
Quinine 
Ipecac 
Salicylates 
Barbiturates 


lodides (salt, etc. ) 

Bromides 

Phenolphthalein 

Morphine and other opiates 

Antipyrine 
Perhaps no food or drug can be said to be in- 
capable of producing urticaria, on occasion. 
If the above substances are thoroughly investi- 
gated, many of the urticarial attacks will be ex- 
plained. Strict elimination should be the first 
step in the investigation. To be of value the 
elimination must be complete. Even a trace 
of an allergen such as milk, eggs, wheat may 
confuse and invalidate the results. Strict elim- 
ination is often impossible without hospital- 
izing the patient. 

It has been demonstrated that inhaled sub- 
stances can be absorbed through the respira- 
tory tract, then be distributed hematogenously 
to the skin and thus cause hives. Sulzberger 
and Vaughan were able to prove this manner 
of absorption and route of distribution experi- 
mentally. The authors list the following sub- 
stances as the commonest inhalants which have 
caused hives: 

Feathers 

Orris powder 

Animal dander 

Pollens 


Ephedrine and other nasal sprays 
Various dusts (house dust, silk, cotton, ka- 
pok, etc.) 


In the management of cases suspected of being 
of inhalant origin, the patient’s rooms, par- 
ticularly the bedroom, should be made as dust 
free as possible; feathers, kapok, or cotton 
stuffed furniture, pillows, mattresses, and cos- 
metics must be investigated. 

While external contactants rarely cause hives, 
they must be borne in mind. Silks, wool, dyed 
materials, and cosmetic preparations should be 
taken from the patient’s environment. Many 
other substances may be equally harmful. ( Non- 
allergic cosmetics are now on the market). 

In the symptomatic treatment of acute urti- 
caria the chief problem is to relieve the fre- 
quent distressing itching. The usual antipruri- 
tic measures can be employed. A few simple 
remedies often sufficing. 

Calamine and zinc oxide lotion or other lo- 
tions containing menthol 1-8 to 1-2 per cent, 
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phenol 1-8 to 2 per cent, liquor carbonis deter- 
gens 5 to 20 per cent are most useful remedies. 
Colorless liquids such as 50-70 per cent alcohol 
containing menthol, phenol and 1 to 2 per cent 
salicylic acid and 3-6 per cent glycerin, or 50 
per cent alcohol, containing 1 per cent beta- 
naphthol, or 1 to 2 per cent tricresol or 1 to 2 
per cent phenol and 1 to 5 per cent camphor, all 
are beneficial in many cases. Benzocaine 5-10 
per cent may be added to any of the above if the 
possibility of sensitization and aggravation are 
kept in mind. Full baths often give at least 
temporary relief, when the following adjuvants 
are added to a tubful of tepid water: epsom 
salts 1 to 2 cupful; “Linit” (starch) 1 Ib; tar 
solution and emulsions (almay, etc.) 3 to 4 
tablespoonfuls; pine needle oil, bran, oatmeal. 

Plain unscented talcum powder, or talcum 
powder containing 1-2 per cent menthol or 
1-2 to 2 per cent powdered camphor, applied 
freely within the clothing or bed sheets, is often 
soothing. 

Adrenalin given subcutaneously affords al- 
most immediate and complete, though tempor- 
ary, relief. Injections can be repeated very 
frequently. In cases which present mucous 
membrane swellings and laryngeal and glottis 
edema, adrenalin is absolutely necessary. Oral 


THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


administration of drugs with adrenalin-like 
effect may help to tide the patient through at- 
tacks. Ephedrine and neo-synephrine are the 
better known of these drugs. The authors men- 


tion ephetonine, and Boering’s sympatol. 


Sedatives such as aspirin, barbiturates, and 
bromides may be very helpful in severe pruri- 
tus, but sensitization to these drugs must be 
kept in mind at all times. Opiates are as a rule 
contraindicated. Calcium in large doses oral- 
ly and by injection has reputed value ; the gluco- 
nate, calcium thiosulphate, and calcium urea 
have been used. The authors claim that cal- 
cium has helped few of their patients. The 
abstractor believes that calcium has been of 
benefit in quite a few of his own cases, the 
tiosulphate by vein being his choice. 


Auto hemotherapy is certainly worthy of 
trial. Ten to twenty c.c. once or twice a week 
in the gluteal muscle. Sodium thiosulphate in- 
jections ; ichthyol orally and in enemas ; alkalis 
and dilute hydrochloric acid by mouth when in- 
clicated ; large doses of reduced iron or of ferric 
and ammonium citrate, and oral administration 
of peptone in 7 1-2 grain doses 45 minutes be- 
fore meals are remedies which should be tried 
in persistent cases. 


EYE, EAR, NOSE AND THROAT 


J. F. TOWNSEND, M.D., F.A.C.S., CHARLESTON, S. C. 


OPHTHALMOLOGICAL FINDINGS IN 
CARDIOVASCULAR RENAL DISEASE 


William Thornwall Davis, M.D., F.A.C.A., 
Washington, D. C., Surgery, Gynecology and 
Obstetrics, Feb., 1937, p. 546 


The manifestations of vascular disease may 
often be observed by the ophthalmologist before 
such manifestations are discernible by the in- 
ternist. 

The unknown toxins causing arterial hyper- 
tension attack the carotid system as the luetic 
toxins do the aorta. This is why the hyper- 
pietic patient is more prone to hemorrhage in 
his head than in other parts of his body. 

In refracting hypertensive cases there is at 
times noted an “arteriosclerotic reaction.” An 


alternate brightening and dimning of the test 
letters—the patient sometimes is unable to dis- 
tinguish between lenses of different strengths— 
sometimes as much as one diopter. Such pa- 
tients frequently suffer from asthenopia— dis- 
abling pain and discomfort in near work. See 
well at times and poor at times. The vessels 
should be studied with the Friedenwald ophthal- 
moscope, using the slit light and red free lens 
(I have found that method of great help). 
With the arteriosclerotic reaction there is a 
faint haze of the fundus but difficult to see to 
appreciate. With it are abnormalities of the 
Less translucency of their walls, 
corkscrewing of the vessels and changes in 
their color. The increased tension is slight and 
may be confined to the diastole. This is the 


arterioles. 
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hypertension stage when much can be done to 
prevent the progress of the condition. It is 
iften characterized by headaches and asthen- 
opia. 

Age—usually 40-50 with a crowded life. 

Later there are caliber variations in the 
wteries and tortuosity and arteriovenous con- 
striction. 

Hemorrhages, superficial and deep are pres- 
ent and exudates, both hard and cotton wool. 
The hemorrhages and exudates are due to is- 
chemia produced by retinal spasm or by toxin- 
spasm—retinitis or renal lesion. 

Dr. Davis says that (a) it is not possible to 
differentiate the renal from the non-renal re- 
tinal findings (with that I do not agree, post 
mortem checking of my observations have 
proved that often a 
made). 


differentiation can be 

(b) that there is no distinctive retinal lesion 
iccompanying chronic glomerular nephritis. 
(If one properly classifies his ophthalmoscopic 
pictures it is generally possible to distinguish a 
retinitis of chronic glomerular nephritis from 
the other types of retinitis) ; 

(c) that the fundi of malignant hypertension 
cannot be differentiated from the fundi of 
glomerular nephritis. (In this he is only part- 


ly right. 


The differentiation can be generally 
made if seen early) ; 


(d) that one rarely sees patients with well 
marked arteriolar disease without hypertension. 
(That is generally true) ; 

(e) that there may occur a recurring but 
temporary retinal edema—particularly in the 
macula—and of serious prognostic significance. 


He quotes Yater (who wrote in the American 
journal of Ophthalmology, April, 1936, in 
which I read the original: “The value of 
phthalmoscopic examination in the diagnosis 
‘f systemic diseases”) in that the pathological 
hanges in the vessels occurred in the fixed 
stage. That there was first muscular hyper- 
trophy of the middle coat, then fibrosis of mid- 
lle and external coats, and finally intimal and 
subintimal fibrosis and hyalinization, with ser- 
ious arterial spasm occurring late and ischaemic 
results causing hemorrhages and white patches 
rom stasis. 

Neuroretinitis is more common in cases of 
listurbed renal function. 
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In cases that I term essential hypertension 
plus nephritis he claims that death occurs from 
a simultaneous failure of all vital organs from 
generalized vascular constriction before renal 
failure occurs. Retinitis and neuroretinitis are 
common in cases in which there is sudden ex- 
treme rise in the blood pressure. (That the 
retinopathy develops from a sudden rather than 
a slow increase of blood pressure has long been 
held as an ophthalmological fact. ) 

He says that neuroretinitis is a late sign and 
one of approaching death. 

He quotes Yater and Wagener in their find- 
ings that coronary disease can be diagnosed in 
over 92 per cent of cases by the presence of 
retinal arteriolar sclerosis of essential hyper- 
tension or senile arteriosclerosis (American 
Journal Medical Science, 1929; 178:105-115). 
( That is a claim that for years I have put forth, 
after reading Wagener’s article, and some of 
my colleagues in Charleston have come to ac- 
cept that claim, but it was disputed for a long 
time. I have found this claim borne out by 
post mortem findings). 

He gives valuable advice on retinitis of preg- 
nancy and says that retinitis should not be al- 
lowed to develop in the pregnant woman. (It 
is hard to get that rule accepted by the obstetri- 
cian but he says that the development of retini- 
tis means organic injury to the retinal and sys- 
temic arterioles, hence the serious prognosis. 
This is in accord with views that I have for 
several years advocated. It was put forth by 
Wagener that arteriosclerosis should not be al- 
lowed to develop in a pregnant woman). 

For arteriosclerosis, with damaged arterio- 
renal system means failure of health and short- 
ening of life. 

CONCLUSIONS 

An extensive literature has accumulated on 
the subject under consideration. Nothing new 
has been discussed in this present writing but 
an endeavor has been made to emphasize cer- 
tain conclusions that are agreed upon by the 
majority of ophthalmologists and internists. It 
is the endeavor of the writer to stimulate 
further interest and study in the underlying 
and antecedent causes. of arterial hypertension 
and arteriosclerosis. 

The the internist, the oph- 
thalmologist, and possibly other scientists work- 


pathologist, 
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ing in a group will be able to elucidate this 
problem in time. It is my firm belief that the 
ophthalmologist may be able to give data which 
will be of great advantage in the clarification of 
this problem. It is also my desire to accentuate 
the ability of the ophthalmologist to make the 
earliest diagnosis in the very beginning of hy- 


THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


pertensive arterial disease. By so doing he can 
be of greater aid to the patient and to his phy- 
It does not seem that the internist is as 
yet fully alive to this fact, that the ophthal- 
mologist can discern symptoms of arterial dis- 
The value of 
the ophthalmologist’s ability is obvious. 


sician. 


ease in advance of the internist. 


SOUTH CAROLINIANA 


J. Il. WARING, M.D., CHARLESTON, S. C. 


The basis of prognosis and treatment in hy- 
pertensive disease, by Robert Wilson, Charles- 
ton. Internat. Clin. 47th ser. 1: 191, March, 
1937. 

The most important factor in the prognosis 
and treatment of hypertensive disease is not the 
height of blood pressure, either systolic or dias- 
tolic, but the degree of arteriolar and arterial 
sclerosis, especially in the coronary arteries and 
in those of the cerebral and renal areas, and 
the consequent dysfunction due to oxygen and 
nutriment deprivation. 

A high diastolic pressure, if the coronary 
arteries are competent, may be helpful in main- 
taining adequate nutrition. A small pulse pres- 
sure is not necessarily favorable; it may indi- 
cate an imipaired myocardium. 

Treatment directed chiefly toward the reduc- 
tion of the blood pressure consequently does 
not rest upon a reasonable basis, and may be 
harmful. 


Treatment of acute head injuries, by Charles 
QO. Bates, Greenville, South. Surg. 5: 343, Oct. 
1936. 

The rapid year by year increase in serious 
head injury cases is considered. Their 
portance from a medico-legal aspect is noted. 
The management of shock takes precedence 
over all other treatment. The most efficient 
treatment is rest. A careful bedside observa- 


im- 


tion for changes with prompt and appropriate 
treatment is necessary. “Treatment cannot be 
standardized to suit all cases, but each case must 
be a case unto itself. Increase in intracranial 
pressure must be controlled with the objective 
of lessening the likelihood of damage to the 


vital centers and consequent death, and to the 
cerebral hemispheres and cerebellum, thereby 
reducing post-traumatic sequelae and serious 
economic loss. Conservatism in treatment is 


stressed. 


Successful treatment of essential thrombo- 
penia with hemorrhage by roentgen rays, by 
Hillyer Rudisill, Jr, Qharleston. J.A.M.A. 
107: 2119, Dec., 1936. 

Roentgen radiation constitutes an exceeding- 
lv valuable and possibly a specific therapeutic 
agent when applied over the spleen in primary 
or uncomplicated thrombopenia with hemor- 
rhage either with or without purpuric skin 
manifestations. 


Unusual ¢ase of osteopsathyrosis ( fragilitas 
Lobstein’s disease), by Everett B 
Poole, Greenville. Ann. Int. Med. 10, No. 5 
683, November, 1936. 

A case is presented showing three of the 
cardinal features of osteopsathyrosis but with 
no history or other evidence of bone fracture 
The blue sclerae, defective ligaments and slight 
deafness (together with the finding of extopia 
lentis) can all be explained by a congenital de- 
fect in the structure of fibrous tissue forming 
the sclerae, ligaments and tendons. 


ossium, 


Thyroid gland of the normal rat: size, dry 
matter and iodine content, by Roe E. Reming 
ton, John W. Remington and Sarah S. Welch, 
Charleston. Anat. Rec. 67, No. 3: 367, Febru 
ary 25, 1937. 

Further investigation of the thyroid ques 
tion, 
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Lost and found radium, by Robert B. Taft, 
Charleston. Am. J. Roentgenol & 
Therap. 37:87, January, 1937. 

Interesting experiences in finding lost radium 


Radium 


by means of the electroscope. 


Utilization of southern sanatoria for under- 
Wm. Atmar Smith, 
of Chest. 3: 19, January, 


graduate teaching, by 


Charleston. Dis. 


1937. 
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The author discusses the evolution of the 


sanatorium and one of its most important func- 


tions, the education and training of students 
and nurses. 


Dissecting aneurysms of the aorta, with a re- 
port of 5 cases, by Thomas M. Peery, Charles- 
ton. Am. Heart J. 12: 650, December, 1936. 

Clinical and pathological studies. Detailed 
and illustrated. 
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ABSTRACT NO. 331 (32873) 
Case of Dr. W. A. Smith 


Student Blair (reading) : 

A white female, housekeeper, admitted to Pinehaven 
9-16-35, died 5-28-36, age 29 years. 

History: On 8-8-35 patient had worked all morn 
ing and had been quite well. She was suddenly taken 
with a high fever in the afternoon which confined 
her to bed. About 3 days later she noted that her 
abdomen was swollen, and it rapidly became more 
swollen. Abdominal fullness and discomfort pre- 
vented her from eating normally; there was occasion- 
al nausea and vomiting. The swelling of the ab- 
domen apparently extended for a short distance up 
onto the thoracic wall, and she was very short of 
breath for several days. About a month later the 
swelling began to subside, and the shortness of breath 
and most of the abdominal discomfort gradually dis- 
appeared. No symptoms to suggest pulmonary tu- 
berculosis. Never strong since the birth of her last 
child 4 years ago, when she had considerable uterine 
hemorrhage. Oophorectomy 3 years before admission 
for cysts of ovaries, both tubes ligated at that time, 
appendix removed. Excessive uterine bleeding con- 
tinued until 6 months ago, when it ceased and she 
began to get stronger. Irregular menses since, last 
menstrual period 8-27-35. Other history irrelevant. 

Examination: Temp. 99.6, pulse 96, BP 118 /80. 
Eyes, ears, nose, and throat normal. Neck: no en- 
larged lymph glands or other abnormalities. Chest: 
diminished breath and voice sounds over right lower 
lobe anteriorly and posteriorly with dullness. Dull- 
ness over left lower lobe with non-persistent rales 
posteriorly. Cardiovascular: normal. Abdomen: 
Mid-line incision scar. Veins distended on surface 
of abdomen. Abdomen slightly distended, shifting 
dullness but no fluid wave. Large palpable mass in 
right upper quadrant, extending across midline and 
almost to umbilicus; hard and regular, not nodular. 


Resistance and dull pain on palpation over this area 
Extremities and neurological exam. normal. 
Laboratory: Urine (9-25-35) completely normal. 
Blood (9-17-35). Hb. 80 per cent T; RBC 4,710,000; 
WBC 10,650; polys 69 per cent, lymphs 18 per cent, 
monos 11 per cent, basos 1 per cent, eosinos 1 per 
cent. Blood Kolmer and Kline neg. Pleural fluid 
blood tinged, showed “predominance of large, active, 
atypical cells,” with some normal polys and lympho 
cytes. Blood sedimentation (9-17-35; 1-19-36) 15 
mm and 24 mm in 1 hour. No sputum obtainable. 
Abdominal fluid (4-8-36): bloody; stained smear 
showed many large atypical cells similar to those seen 
in pleural fluid. X-rays of Chest (10-6-35, 1-30-36). 
Course: Temp. usually varied between 97 and 
99, rarely any higher, not taken for last 9 days. Pulse 
generally about normal, rising to 120-140 during last 
week of life. On 2-6-36 the veins of the abdominal 
and thoracic wall appeared more distended than on 
original examination. Hard, firm, somewhat irreg- 
ular mass in right upper quadrant, moving with 
respiration. No evidence of free peritoneal fluid. 
Patient seemed to improve. On 4-6-36 signs of ab- 
dominal fluid again apparent. Abdominal paracen- 
tesis on 4-8-36 gave only 25 cc. of fluid (see lab. note). 
Abdominal pressure 
quiring morphine. 


symptoms became severe re- 
Paracentesis again on 4-29-36, 2 
gallons of fluid similar to that previously withdrawn. 
Patient greatly relieved for a while, but fluid recurred 
rapidly, vomiting became almost constant after eat- 
ing. Distention of abdominal veins more striking 
than previously. After 5-24-36 rapidly became weak- 
er, semicomatose, cyanotic and died on 5-28-36. 

Dr. W. A. Smith (conducting): In the week 
prior to the admission of this patient to Pinehaven, 
this x-ray film of the chest was taken. It showed, as 
you see, some density in the lower portion of the right 
lung and some cloudiness of the left base. 

Mr. Wrenn, I'd like for you to discuss the diag- 
nosis. 
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Student Wrenn: One of the most definite find- 
ings we have in this case is the blood-tinged fluid 
aspirated from the chest and the abdomen. Such 
bloody fluid is very apt to indicate either tuberculosis 
or malignancy. The patient was only 29 years old, 
and that is rather young for a malignant tumor, but 
that does not exclude the possibility of malignancy. 
She had no definite symptoms of pulmonary tuber- 
culosis, and the only sign of pulmonary tuberculosis, 
that questionable, is the bloody pleural fluid. 

If this patient had had tuberculous peritonitis, [ 
would have expected more tenderness, and I do not 
believe that the abdominal swelling would have sub- 
sided, as it seems to have done in this case. She 
had varicose veins of the anterior abdominal wall to 
indicate portal obstruction, and this tended to subside 
as the collateral circulation improved. 

I believe that the palpable abdominal mass was the 
liver, which was probably the seat of metastatic malig- 
nancy. I cannot spot the primary source, but I note 
that she had her ovaries removed some years before 
for cysts; these may have been papillary cystadeno- 
mata invertans, which later became implanted in the 
abdominal and pleural cavities. 

Dr. Smith: In October, after admission to Pine- 
haven, this second film was taken, and shows fluid 
collected in the right base. But in this third film 
you can see that there. is no pleural fluid. How do 
you explain the fact that the fluid tended to clear up? 

Student Wrenn: Well, she was gaining in weight 
and her appetite was improving. It seems that the 
patient was improving, and that does not sound like 
carcinoma. Against cancer we also have the age, 
and the high hemoglobin. But I believe carcinoma is 
the most likely bet. It seems to be present in both 
the liver and the lungs, but the primary source is 
indefinite; I would guess that it was in the ovaries. 

Dr. Smith: I neglected to mention that the tuber- 
culin test was negative. Mr. Webb, will you discuss 
the case? 

Student Webb: I agree with Mr. Wrenn that this 
case resolves itself into a differentiation between 
malignant tumor and tuberculosis. I believe that the 
negative tuberculin is a definite point against tuber- 
culosis, and therefore in favor of carcinoma. The 
nature of the unusual cells in the pleural and ab- 
dominal fluid is also in favor of carcinoma. 

The process may have been a cystadenoma of the 
ovary, which, after partial removal, became malig- 
nant. with metastases to the peritoneum, liver and 
lungs. In the last film there is some spotting of the 
lung fields suspicious of metastatic carcinoma, but 
that is indefinite. 

Dr. Smith: What points are in favor of tuber- 
culosis and what carcinoma? 

Student Webb: The age, febrile course at onset, 
and the apparent improvement are in favor of tuber- 
culosis, while the abdominal mass, the x-rays of the 
lungs, the cells in the aspirated fluids and the negative 
tuberculin favor malignancy. I believe that her pri- 
mary tumor was probably in the ovaries. 
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Dr. Smith: Her oophorectomy was done three 
years prior to the onset of her present illness, and 
there was nothing to make the surgeon think that 
the ovarian lesion was malignant. 

Mr. Traywick, do you agree with the diagnosis so 
far? 

Student Traywick: 
of malignant tumor. 

Dr. Smith: How do you explain the clearing of 
the pleural fluid? 

Student Traywick: Lots of pleural effusions dis- 
appear after tapping the chest, but why they do I 
don’t know. : ; 

The mass in the right upper quadrant sounds like 
the liver, and this is more apt to be malignancy than 
tuberculosis. The blood in the abdominal and pleural 
fluid is probably due to metastasis in the peritoneum 
and pleura. 

Dr. Smith: 


Yes, I believe that it is a case 


Miss Gettys? 

Miss Gettys: I don’t believe that I can add much 
to the discussion. I believe that it is a case of car- 
cinoma, but it seems to me that the apparent clearing 
of the pleural fluid is the one hitch in the diagnosis 
of carcinoma. The apparent improvement and gain 
in weight are more likely to occur in iuberculosis. 

There are many things here in favor of chorio- 
carcinoma. There was bleeding after her last preg- 
nancy, four years before her present illness, and there 
has been excessive bleeding ever since. This may 
indicate some retained placental tissue. Four years is 
a long time for such a tumor to be quiescent in the 
parametrium, but it is not so long as to make the 
diagnosis impossible. Too, it is a malignant tumor 
that is apt to occur in young women. 

I believe that malignant tumor is the most likely 
diagnosis. 

Dr. Smith: Mr. Hewitt, how do you explain the 
clearing of the abdominal fluid in the early course of 
this illness, while the abdominal veins became larger? 

Student Hewitt: I believe that this was dependent 
upon the establishment of a collateral circulation, so 
that the portal obstruction was thereby relieved. 

Dr. Smith: Then why did the fluid reappear later, 
and recur rapidly? 

Student Hewitt: 
have occurred. 

Student Wilson: 
rhoids? 

Dr. Smith: 
to say. 

Dr. Wood: Everyone leans away from tubercu- 
losis in this case. I’d like to know why she was at 


I don’t know why that should 
Did this patient have any hemor- 


That is not recorded, and I am unable 


Pinehaven; to me that is a point in favor of tuber- 
culosis. 

Dr. Smith: 

Dr. Robert Wilson: 
make the diagnosis (laughter) ? 

Dr. Prioleau: The last two chest films show what 


She was sent there for diagnosis. 
Did it take eight months to 


appears to me to be definite lung metastases. As to 
the site of the primary malignancy I cannot say. The 
stomach may be suspected because of the vomiting. 
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Dr. Robert Wilson: I believe that the analysis of 
this case has been very good. The two conditions to 
think of and malignancy. The 
x-ray of the chest is quite definitely that of metastatic 
malignancy. As to the improvement, I think that is 


were tuberculosis 


evident at some time during the course of many cases 
of malignant tumor, and should not be misleading. 
Dr. Lynch: This woman had a primary carcinoma 
of the liver, and while thinking about that I want to 
call your attention to something that I believe would 
serve to differentiate a primary metastatic 
carcinoma of the liver when portal obstruction is pres- 
ent. I believe that portal obstruction is more apt to 


from a 


occur in primary than in secondary carcinoma, be 
cause the patient will usually die of some other con- 
dition before there is opportunity for a secondary 
tumor of the liver to invade or obstruct the veins. 
Of course when abdominal fluid is due to peritoneal 
implants and not to portal obstruction, that is a dif- 
terent matter 

The liver shows a large rounded mass (demonstrat- 
ing autopsy specimens) in one lobe, and there are 
widespread secondary lesions throughout other por- 
tions of the liver. 

Associated with this there was a widespread im- 
plantation of the tumor on peritoneal surfaces, which 
caused the large accumulation of fluid there. To 
further aid in the accumulation of fluid in the ab- 
dominal cavity, possibly the main reason for its pres- 
ence, there was complete obliteration of the inferior 
vena cava as it passed through the liver, the vena 
cava being invaded from the hepatic veins, which were 
also completely plugged with fungating tumor. The 
tumor extended up into the right auricle of the heart 
from the inferior vena cava, projecting into the 
chamber of the heart. 

There were metastatic nodules in the lungs and 
pleura, giving the x-ray appearance of 
nodules, and the pleural fluid. 


scattered 


| am inclined to believe that the beginning of her 
lIness as it is recorded on the abstract, with fever, 
etc., has nothing to do with the tumor which was the 
cause of her death. I can’t see how such an onset 
can be explained, and believe it must have been some 
intercurrent infection about 
peculate now. 


which we can only 

As to the tumor in this instance being primary in 
the ovary, I can follow your reasoning all right; any 
ase who has had an operation some time before and 
subsequently develops signs of malignancy, should be 
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suspected of having had a malignancy at the site of 
the previous operation. That is all right as a general 
rule, but in this case, carcinoma of the ovary could 
hardly explain metastases in the lung, which are quite 
rare in the usual ovarian cancer, and distinct metas- 
tases in the liver would also be unusual. The usual 
course there is widespread peritoneal implantation, 
with accumulation of abdominal fluid, and possibly 
adhesions and partial intestinal obstruction. 

Again you have mentioned that the hemoglobin 
is too high for a carcinoma. As 1 have pointed out 
here many times before, there is nothing mysterious 
about the anemia which may develop in the course 
of malignant tumors: it is due to bleeding, or 
We cannot say that the 
hemoglobin is low because of the cancer itself; it is 
low because of one of these complications of the 
tumor. The presence of anemia does not argue espe- 
cially for cancer, and its 
against cancer. 


starvation, or infection. 


absence does not argue 

Miss Gettys’ suggestion of choriocarcinoma is a 
worthy one. It is not too late after the last preg- 
nancy for such a tumor to be manifesting itself. How- 
ever, such a tumor would not be apt to metastasize 
to the liver and peritoneum; they usually metastasize 
to the lungs by blood-borne embolism. 

The patient was young for cancer, but not too 
young. We have seen primary carcinoma of the liver 
even in infancy. We should never let the age of a 
patient persuade us that her disease is not malignant. 

I see that Dr. Lassek, Professor of Anatomy, is 
with us. Let’s get Dr. Lassek to explain to us the 
collateral circulation. 

Dr. Lassek: There is a very important vein in 
the superficial abdominal wall which indirectly con- 
nects the superior and inferior venae cavae. This 
vein, is thoraco-epigastric, communicates between the 
femoral and the axillary veins. The circulation can 
go in either direction in this vein, and is guarded in 
either direction by valves, which tend to become in- 
competent as the veins come into use as important 
anastomotic channels. This vein also has a con- 
nection with the veins about the umbilicus. In ob- 
struction to the portal vein, this communication about 
the umbilicus is obvious as the “caput medusae.” 
The absence of a caput in this case would seem to 
indicate that the obstruction was of the inferior vena 
cava rather than the portal vein. 

Dr. Peery: Dr. Smith has been very modest. He 
should be given due credit for having made a diag- 
nosis of primary carcinoma of the liver during life. 
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BOOK REVIEWS 


THE PRACTICE OF MEDICINE. By Jonathan 


Campbell Meakins, M.D., LL.D., Professor of 
Medicine and Director of the Department of Medi- 
cine, McGill University ; Physician-in-Chief, Royal 
Victoria Hospital, Montreal; Formerly Professor 
of Therapeutics and Clinical Medicine, University 
of Edinburgh. Fellow of the Royal Society of 
Edinburgh; Fellow of the Royal Society of 
Canada; Fellow of the Royal College of Physi- 
cians, London; Fellow of the Royal College of 
Physicians, Edinburgh; Honorary Fellow of the 
Royal College of Surgeons, Edinburgh; Fellow of 
the Royal College of Physicians, Canada; Fellow 
of the American College of Physicians. With 505 
illustrations including 35 in color. St. Louis, The 
C. V. Mosby Company, 1936. 

It is a collossal accomplishment to write a com- 
prehensive single volume on The Practice of Medi- 
cine in modern times. This author has succeeded 
remarkably well, however. There are thirteen 
hundred and forty three pages and particularly in- 
teresting is the fact that there are five hundred and 
five illustrations including thirty five in color. The 
illustrations are superb. The author is well known 
in the United States and his book should be re- 
ceived enthusiastically. The chapters on treat- 
ment are somewhat brief on the average and yet 
the author has probably presented the most suc- 
cessful therapeutic measures in his own experience 
rather than quoting extensively from others. In 
many of the diseases, however, the treatment and 
general management of the cases should be quite 
satisfactory to the reader. 





SYNOPSIS OF ANO-RECTAL DISEASES. By 


Louis J. Hirschman, M.D., F.A.C.S., Ex-Vice 
President, A.M.A.; Ex-Chairman, Section on Gas- 
troenterology and Proctology, A.M.A.; Ex-Presi- 
dent American Proctologic Society; Professor of 
Proctology, Wayne University; Fellow (Honor- 
ary) Royal Society of Medicine; Extra-Mural 
Lecturer on Proctology, Post Graduate School, 
University of Michigan; Proctologist, Harper, 
Charles Goodwin Jennings, and Woman’s Hospi- 
tals; Consulting Proctologist, Detroit City Re- 
ceiving, Evangelical Deaconess, Wayne County 
Hospitals, etc. With one hundred seventy-four 
text illustrations and six color plates. St. Louis, 
The C. V. Mosby Company, 1937. 

This book is the outgrowth of post graduate 
teaching on the part of the author to a large ex- 
tent. The illustrations are far above the average 
in a book of this character. Both the subject mat- 
ter and the illustrations have betn correlated in 
such a manner that the practitioner may easily 
appropriate the various methods to his own prac- 
tice. 


MEDICAL UROLOGY. By Irvin S. Koll, B.S., 


M.D,. F.A.C.S. Attending Urologist, Michael 
Reese Hospital. With 92 Text Illustrations and 6 
Color Plates. St. Louis, The C. V. Mosby Com- 
pany, 1937. Price, $5.00. 

The author states that his reason for writing this 
book is to fill in a need not hitherto satisfied in his 
opinion by the ordinary text-books on urology. 
The hook is in the main written from his personal 
experience in one of the large hospitals of the 
country. There would seem to be a call for just 
such a work as this by the student and general 
practitioner. The author his presented in a simple 
way the anatomy and the pathology of his sub- 
jects. Under the head of treatment there are many 
practical procedures outlined. There are numer- 
ous excellent illustrations. 





MATERIA MEDICA, TOXICOLOGY AND 


PHARMACOGNOSY. By William Mansfield, 
A.M., Phar.D., Dean and Professor of Materia 
Medica and Toxicology, Union University, Al- 
bany College of Pharmacy, Albany, N. Y. With 
202 illustrations. St. Louis, The C. V. Mosby 
Company, 1937. Price, $6.75. 

This is a 1937 book just off the press and based 
on the revision of the U. S. P. XI and the N. F. 
VI. The volume is intended for physicians, phar- 
macists and students of pharmacy, medicine and 
nursing. There is a clear cut description of the 
individual drugs and there are many illustrations 
of them. These illustrations are unusually good 
and therefore the book is of great teaching value 
both to the student and to the practitioner. A large 
section of the book is devoted to toxicology and 
this is an important matter owing to the great in- 
crease in the list of drugs manufactured. The 
section on dosage is quite good also. The book is 
well printed and easily read. 





HANDBOOK OF ORTHOPAEDIC SURGERY. 


By Alfred Rives Shands, Jr., B.A., M.D., Asso- 
ciate Professor of Surgery in Charge of Ortho- 
paedic Surgery, Duke University School of Medi- 
cine, and Chief of the Orthopaedic Service, Duke 
Hospital, Durham, North Carolina; Member of 
the American Orthopaedic Association, The Amer- 
ican Academy of Orthopaedic Surgeons, and The 
International Society of Orthopaedic Surgery, in 
collaboration with Richard Beverly Raney, B.A., 
M.D., Instructor in Orthopaedic Surgery, Duke 
University School of Medicine. With 169 illus- 
trations. St. Louis, The C. V. Mosby Company, 
1937. Price, $5.00. 

The authors of this book are quite well known 
in South Carolina and the nearness to Duke Uni- 
versity enables South Carolina physicians to visit 
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the clinics there at frequent intervals and thus 
learn first hand of the work of the teachers of 
this and other subjects. In this volume the au- 
thors have the collaboration of a large number of 
the teachers in the great clinics of this country. 
An effort has been made to present a text book of 
immediate practical use to the student of medicine 
as well as the practitioner of medicine. In many 
respects the construction of the book varies from 
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the time honored text and to the searcher for re- 
cent knowledge this approach excites keen inter- 
est. The illustrations are original in character and 
invaluable for elucidation of the text. There are 
one hundred and sixty nine of them and the book 


The 


bibliography is extensive and very valuable for 


has five hundred and ninety three pages. 


further research. 
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OW that you have read your copy of the re- 
N cently mailed announcement of the new G-E 
Model R-36 Diagnostic X-Ray Unit—have you 
made plans to see it, to inspect it critically from 
every angle? 

Obviously we couldn't bring this equipment to 
your office for demonstration, much as we'd like 
to, so we've done the next best—set it up in the 
G-E Branch Office located conveniently near to 
you. Here you may inspect it critically during 
a working demonstration, note the unique features 
which make it so practical and convenient to op- 
erate, and see the uniformly fine diagnostic qual- 
ity in the radiographs produced. You'll be im- 


pressed also with the vastly improved facilities 
for fluoroscopy, to insure 100% electrical safety 
to both operator and patient. 

Take advantage of this opportunity for a “close- 
up” of the R-36—it will give you a new con- 
cept of modern x-ray apparatus. And you will not 
be obligating yourself. 

These demonstrations are now being given in 
our showrooms located at: 

Charlotte, N. C. 
210 S. Church St. 


GENERAL @ ELECTRIC 
X-RAY CORPORATION 





